between 2007 and 2013, from 1.9 to 4.6% of deaths. The overall increase relates to increases in both the number of requests (from 3.5 to 6.0% of deaths) and the proportion of requests granted (from 56.3 to 76.8% of requests made).
After a decrease from 3.2% in 1998 to 1.8% in 2007, the rate of hastening death without an explicit request from the patient remained stable at 1.7% in 2013. After an increase from 8.2% in 2001 to 14.5% in 2007, the rate of use of continuous deep sedation until death decreased to 12.0% in 2013.
As compared with practices in 2007, decision making in euthanasia and physician-assisted suicide in 2013 more often included an oral and written request from the patient and consultation with another physician, both of which are requirements of the euthanasia law 3 (Table S1 in the Supplementary Appendix). Palliative care services were involved in 73.7% of cases in 2013. These results suggest a stricter assessment of legal eligibility criteria in 2013 than in 2007. Decision making in other end-of-life practices also increasingly included patient and family input (data not shown).
We found an increased demand for euthanasia in Belgium between 2007 and 2013, as well as growing willingness among physicians to 1180 meet those requests, mostly after the involvement of palliative care services. This finding indicates that, after 11 years of experience, euthanasia is increasingly considered as a valid option at the end of life in Belgium. For the first time, the rate of euthanasia in the Flanders area of Belgium is significantly higher than that in the Netherlands (2.8% in 2010). Hastening of death without explicit request from patient or older were assigned to one of three strata, based on underlying cause of death as indicated on the death certificate and the estimated corresponding likelihood of an end-of-life decision. Sampling fractions for each stratum increased with this likelihood. In the first stratum, all deaths for which euthanasia was mentioned on the death certificate were sampled. In the second stratum, one third of all cancer deaths were sampled. In the third stratum, one in six deaths resulting from any other cause was sampled. This resulted in a sample of 6,871 deaths, about 21% of all deaths in the studied period.
Within two months of the death certifying physicians received a four-page questionnaire with an introductory letter containing patient identifiers. Physicians were requested to complete the questionnaire by consulting the patient's medical file. If the certifying physician was not the treating physician, the questionnaire was passed on to the treating physician. One physician could receive participation requests for up to five decedents, with at most three reminders per death case. To guarantee absolute anonymity for participating physicians, a lawyer served as an intermediary between responding physicians, researchers and the Flemish Agency for Care and Health, ensuring that completed questionnaires could never be linked to a particular patient or physician.
Returning the questionnaire was regarded as implicit consent of the physician to participate in the study. After data collection a one-page questionnaire was mailed to all non-responding physicians inquiring about reasons for not participating. The mailing and anonymity procedures were approved by the Ethical Review Board of the University Hospital of the Vrije Universiteit Brussel, the Belgian National Disciplinary Board of Physicians, and the Belgian Privacy Commission.
Questionnaire
The repeatedly validated questionnaire on end-of-life decision-making first asked whether death had been sudden and unexpected. If answered negatively -and an end-of-life decision could thus not be precludedphysicians were asked whether they had: (1) withheld or withdrawn life-prolonging medical treatment taking into account or explicitly intending hastening the patient's death; (2) intensified the alleviation of pain and/or other symptoms with drugs taking into account or co-intending possible hastening of death; and (3) administered, supplied or prescribed drugs with the explicit intention of hastening death. If in the latter case the drugs had been administered at the patient's explicit request, the act was classified as euthanasia or assisted suicide depending on whether the patient self-administered the drugs. If drugs were used with the same explicit intention to hasten death but without the patient's explicit request, the act was classified as hastening death without explicit patient request. This can include cases where a patient request was not judged as explicit by the physician, where the request came from the family or where the physician acted out of compassion.
If more than one end-of-life decision was made, the act that involved the most explicit life-shortening intention was used to classify the case. When two decisions with similar life-shortening intention were made, administering drugs prevailed over withholding or withdrawing treatment. Details about the decision-making process, the types of drugs used and the estimated degree of life shortening according to the physician were requested for the most important end-of-life decision. Further in the questionnaire, physicians were asked whether the patient had been deeply and continuously sedated until death, whether palliative care services had been involved at the end of life, whether the patient had made a request for euthanasia that was not granted and whether the patient had intentionally ended life without a physician's involvement by stopping eating and drinking, taking medication or otherwise. Demographic and clinical patient data were obtained from the death certificate data and linked anonymously after data collection.
Analysis
The response sample was first corrected for disproportionate stratification (by weighting each stratum to make the proportion in the response sample identical to the proportion in all deaths) and adjusted to be representative of all deaths in the first half of 2013 in terms of age, sex, marital status, province of death, cause of death and place of death (adjustments were needed for province of death and place of death). After this weighting procedure there were no significant differences between response sample and all deaths on any of these variables. Final weights varied between 0.11 and 1.90. The same procedure was used in all survey years (in 1998 there was no disproportionate stratification). Weighted percentages, 95% confidence intervals and Chi² (two-sided) p-values were calculated with the complex samples function in SPSS 22.0.
Supplementary results
In cases resulting in euthanasia the request had been made both orally and in writing significantly more often in 2013 than in 2007 (62.8% vs. 43.1%, p<0.001) ( 
